There are few data on the use of specialist sex and marital therapy services by ethnic minorities in the UK. What data there are suggest that the services can be culturally inappropriate. In one survey, 83% of non-white couples dropped out of therapy, compared with 29% of white couplesl. In this paper, I focus on Asian-Indian, Bangladeshi, Pakistani and Sri Lankan clinic attenders, using the term Asian unless the data apply to specific countries.
Asians differ from the general UK population in visiting their general practitioner more often and in having a higher ratio of physical to non-physical complaints2. One possible reason for the emphasis on physical symptoms is that these are more easily communicated across cultural and linguistic boundaries3'4. The same may be true of psychosexual disorders, so that the pursuit of organic explanations, along with educational and language barriers, may be an explanation for the low uptake and success rates; highly educated men and women, well integrated with the dominant culture, get the best results5. There are other difficulties. Men from patriarchal societies are uncomfortable talking with female therapists5. In clinic populations there is a strong male predominance because men are reluctant to involve their partners6. Some couples do not accept the advocacy of sex as recreation and pleasure, performing the acts out of duty: as Ahmad put it, 'the men seek eternal salvation at night and only with their wives'. When Asians require advice about infertility, motivation and compliance rates are distinctly higher8.
SHOULD TREATMENT METHODS BE DIFFERENT FOR ASIANS?
In the UK, the most commonly used approach to sexual and relationship difficulties is that of Masters and Johnson9'10, based on learning theory. The components, briefly, are as follows: * See the couple rather than the individual * Interrupt a cycle of failure by placing a ban on sex, thus preventing performance anxiety * Set behavioural assignments (homework) * Instruct on sensate focusing (touching exercises to please partner, progressing to genital contact and ultimately to intercourse, achieved as a set task once Institute of Psychiatry, London SE5 8AF, UK other stages of sexual responsiveness have been established) * Examine patient's attempt to carry out assignments;
identify obstacles and help patient to modify them by education or psychotherapeutic approaches. Homework is aimed at changing behaviour rather than elucidating why marital and sexual problems have arisen. For Asian patients this approach can be modified by greater attention to emotional reactions and to individuals' subjective appraisal of their changed sexual functioning. In some cultures, family and community may feel mutual obligations to participate in the healing; thus, if families are involved in marital therapy, the therapeutic alliance can be strengthened.
Such modifications of the standard Masters and Johnson techniques may do something to improve compliance and lower drop-out rates. Even within a single ethnic group, however, there are many other factors to consider-age, social class, education, language skills, type of relationship, and degree of identification with the dominant culture. Every new clinical encounter will have its unique sociocultural context. When advising Muslim clients, for example, the therapist should know that mutual masturbation may be acceptable but self masturbation not14.
Although adherence to the religious rules will vary from patient to patient, a therapist should always hesitate before advocating a practice that contravenes religious doctrine. Potential taboos of this sort should be discussed at an early stage with each patient; and at a collective level advice can be had from religious leaders and community representatives. D'Ardenne11 has described in detail how the Masters and Johnson method was adapted for use by Bangladeshi Muslims in the East End of London. A special feature was that the instructions were given didactically. Passed to the woman via her husband or via the head of the family, they were to be followed to the letter. D'Ardenne claims good results with this approach originating from 'cultural knowledge' of the norms of family hierarchy. BELIEF SYSTEMS Part of d'Ardenne's success may have arisen from greater concordance between patient and therapist in their expectations and interpretations. Differences between western and non-western styles of healing are summarized in Table 1 . Kleinman16 has coined the term 'explanatory model' to describe a patient's appraisal of what constitutes an illness, why it has happened and where help can be sought. When patient and therapist share an explanatory model, there is benefit not only in terms of disease cure but also in terms of the patient's subjective experience of becoming ill17. Perhaps this is why complementary and traditional methods are so popular-the healer's understanding is compatible with the patient's way of making sense of the world18'19.
How can a routine clinic achieve such concordance of belief systems? In the psychotherapeutic setting ethnic matching might be a solution20, but there is no evidence that it would have the desired result in psychosexual practice. It could be difficult and expensive to organize; moreover, some patients actually prefer a therapist from an ethnic background other than their own.
IDIOMS OF DISTRESS
Even if deliberate matching of patient and therapist is impracticable, there is no doubt about the hazards of a serious mismatch; it can result not only in non-compliance and drop-out but also in therapeutic impasse2l. For example, health professionals have a habit of attributing certain idioms of distress to unique cultural origins, using the term 'culture bound syndrome'. Dhat and koro are two such syndromes22 that may tempt a therapist to locate a 'dysfunction' in the 'other' culture. Although regarded as exotic rarities, both occur in many cultures and countries; they are best seen as surface manifestations or cultural elaborations of basic physiological or psychological dysfunction. In dhat, various symptoms are explained in terms of semen loss23; in koro, the sufferer holds on to his penis for fear that it will disappear into his abdomen. In Chowdhury's opinion24, the core physiology of koro is penile vasoconstriction. There are subtle variations of the koro concept in several distinct cultures. In societies where such beliefs are common, a combination of counselling, education and support is advocated as a public health strategy23-27. So what is to be done if the patient describes peculiar symptoms or beliefs? Certainly they are no reason to abandon therapy. Rather, one needs to embark on a culturally comprehensive assessment. If the therapist is not fluent in the patient's language, he or she may have to rely on an interpreter, and the process then threatens to become complex and uncertain.
NEW CULTURES
I have referred to the tension between western and traditional Asian value systems regarding acceptable levels of intimacy and interaction with the opposite sex. In a western society, messages from peers, schools and the mass media may give young Asians the idea that local standards of behaviour are superior to their own28. Thus sexual attitudes undergo a large change from generation to generation29 and statements about cultural belief must constantly be revised. Mixed marriages (racial, religious, cultural) are becoming more common in the UK. 5% of Indian and Pakistani men, but only 1% of Bangladeshi men, marry white womenalthough 19% of UK-born Pakistani men do so30. There are 327 000 people of mixed origin, representing 13% of the total ethnic minority population. The impact of these demographic trends has not been fully evaluated, but marriage across frontiers clearly presents characteristic difficulties31.
There is no end to the challenge of developing appropriate health care policies, procedures and skills. Mainstream services must have an inbuilt cultural sensitivity; and there should be sufficient resources and flexibility to provide competent care for new ethnic and cultural groups as they emerge.
